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Containing the Deadly 
Marburg Virus 


Taking a Culturally Based 
Communication Approach 


Burial customs are an important social tradition for many indigenous Angolans. 
The body often is laid out for a full day and buried the following day. The funeral 
rites include spending significant time with the body and often performing a cere- 
monial body washing and kissing it goodbye. The deceased are handled with loving 
care and respect because, according to traditional beliefs, a neglected spirit might 
“turn vengeful.” A large crowd accompanies the coffin to the cemetery, often with a 
female family member sitting on the coffin to the gravesite. 

In outbreaks of viral hemorrhagic fevers, including Marburg, unprotected 
exposure to dead bodies is a significant cause of further spread. Safe burial is 
essential to controlling the outbreak. Foreign health workers from various orga- 
nizations have worked with local villages to help establish effective containment 
strategies. 

The established protocol included having a technical team talk to the family 
and the community leader prior to the burial to give information about the Marburg 
virus and what was needed to occur to safely handle the body. Traditional burial 
practices ultimately had to be modified in ways that allowed families to mourn in 
accordance with their beliefs yet minimize the risk of exposure to the body and dis- 
ease. If families were not allowed to maintain some semblance of their burial tradi- 
tion, the fear was that they would secretly bury their loved ones without protections 
and spread the deadly infection. 

These cultural considerations were ignored initially in the rush to contain a 
deadly outbreak of Marburg identified in Uige, Angola, in March 2005. 
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FIGURE 10.16 In outbreaks of viral hemorrhagic fevers, including Marburg, 
unprotected exposure to dead bodies is a significant cause of further 
spread. Safe burial is essential to controlling the outbreak. Prior to the 
burial, the team talk to the family and the community leader to give 
information on Marburg. Traditional burial practices must be modified 
in ways that allow families to mourn in accordance with their beliefs yet 
minimize the risk of exposure to the body and disease. 
http://www.who.int/ 
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MARBURG HEMORRHAGIC FEVER 


Marburg hemorrhagic fever is a frequently fatal disease caused by a virus from the 
same family as Ebola. The disease has worked its way from the Congo to Angola and 
was present in Uganda in 2012. Fatality rates range between a low of 24 percent and 
a high of 88 percent, which was the case in 2005 in Angola where 429 died. There is 
no vaccine or curative treatment available. While incidents are rare, outbreaks of the 
disease in Africa received widespread media attention due to its horrific hemorrhagic 
symptoms and fears of global spread. 

The Marburg virus is transmitted to people from fruit bats and spreads among 
humans by human-to-human transmission through direct contact with a victim, 
involving exposure to blood, saliva, or other bodily fluids, according to the World 
Health Organization (WHO). The virus has been known to survive for several days 
on contaminated surfaces. The incubation period can be from two to twenty-one 
days. Symptoms include fever, chills, and headache and become increasingly severe. 
Of the initial 124 cases reported between October 1, 2004, and March 29, 2005, 117 
were fatal. International agencies working with Angola’s ministry of health included 
the WHO, the Centers for Disease Control and Prevention (CDC), and the medical 
charity Médecins Sans Frontiéres (MSF). Outbreak control efforts included providing 
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technical assistance for the medical care of victims, improving infection control in 
hospitals, improving surveillance and contact tracing, and educating local residents 
about the disease and its modes of transmission. 

The source of the outbreak was a hospital in Uige, where thirteen nurses in 
addition to patients died from the Marburg fever. Panic ensued and hospital work- 
ers abandoned their posts. The country’s medical system lacked basic necessities, 
including equipment and trained staff. This caused residents also to panic. Families 
arrived and took their sick and dead family members and hid them in their homes 
or in the bush, which placed more people at risk. Many Uige residents were afraid 
to take their loved ones to the hospital because initial lack of protective clothing for 
healthcare workers had helped spread the disease. 

Many rumors were circulating, including: 


e The hospital director bought the virus to intentionally kill patients, which 
would endow his brother with magical powers. 


e MSF developed the virus to kill the population. 


e The spirits of two dead female nurses were seen roaming the streets because 
they had not been buried properly according to their burial rites. 


With the people not trusting foreigners or hospital personnel, traditional healers 
were sought for remedies; these did not provide any protection. 

When foreign health workers showed up in Uige’s outlying villages, they did 
not offer a friendly handshake or condolences to distraught families, nor did they 


FIGURE 10.17 In outbreaks of viral haemorrhagic fevers, including those 
caused by Marburg virus, unprotected exposure to dead bodies is a significant 
cause of further spread. Here, mobile teams in Uige, Angola, prepare for the 
safe transport and burial of fatal cases of Marburg haemorrhagic fever. 
WHO/Dr. Pierre Formenty 

http://www.who.int/csr/imagesangola/en 
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FIGURE 10.18 Marburg hemorrhagic fever is transmitted through close 
contact with blood or other bodily fluids of an infected person. Illness 
begins abruptly with symptoms of headache, muscle ache, and fever, 
followed by rapid debilitation and watery diarrhea, nausea, and vomiting. 
It is almost always fatal eight to nine days after the symptoms begin. 
http://www.who.int/ 

WHO/CNRS/Alain Epelboin 


allow families to perform traditional burial customs. Bodies were placed in body 
bags and transported to a cemetery. Dressed from head to toe in white protective 
clothing—a color associated with ghosts—the alien-looking health workers were 
focused only on containing the disease quickly. Patients who died in the hospital 
were buried without any rites or family members present. Families did not receive 
notification, a death certificate or cause of death. 

While well-meaning, the health workers did not take the time to understand 
villagers’ concerns, frustrations, and traditions. They did not tap into the existing 
social structure of traditional healers and village leaders. Residents did not feel that 
the outsiders were listening to their concerns and felt they were not included in the 
management of the epidemic. Fear, distrust, and grief soon turned to anger. In one 
location, villagers threw rocks at mobile contact unit vehicles sent in search of sus- 
pected Marburg cases or hidden bodies. 

To build trust with villagers, better communication efforts were implemented and 
procedures were altered. The provincial political and administrative authorities with 
the WHO began to listen to the residents; they also expressed empathy for their losses. 
Two medical anthropologists were added to the social mobilization teams to develop 
positive relationships. A WHO communications specialist joined the team. Other 
groups were also involved: a UNICEF team, Angola Red Cross volunteers, and others. 

Then the social mobilization and communication teams worked with commu- 
nity leaders, healers, and midwives to convince Angolans of the importance of pro- 
viding information on suspected Marburg cases and deaths. Educational pamphlets 
were printed in Portuguese, the official Angolan language, as well as in French, Lin- 
galla, and Kikongo. Five television spots were produced in Portuguese, and five radio 
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FIGURE 10.19 Monitoring those who have been in contact with people who 
are ill or who have died of suspected Marburg hemorrhagic fever is vital 
in stopping the outbreak. 

http://www.who.int/ 

WHO/Pierre Formenty 


FIGURE 10.20 “O trio contra o Marburg’—three singers against Marburg- 
prepare to record a Marburg song. The song, aimed at raising awareness 
of the disease, has been distributed on CD and cassette tape to the people 
of Uige, who also hear it every time the WHO social mobilization van 
drives through their neighborhood. The song is sung in four languages: 
Portuguese, French, Lingalla, and Kikongo. 

http://www.who.int/ 

WHO/CNRS/Alain Epelboin 


spots were translated into eight of the country’s most widely spoken indigenous 

languages. Daily messages were developed to combat rumors and misinformation. 
To reduce fears, health workers arrived at homes in street clothes and then, in 

view of the family, put on personal protection garments. They took the time to talk 
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FIGURE 10.21 People and communities have been extremely anxious about 
Marburg—it sets in quickly, there is no vaccine or treatment, and most 
infected people die. Community involvement and understanding is key to 
interrupting the chain of transmission, and training sessions for teachers 
and young public health students have been an important component. 
http://www.who.int/ 

WHO/CNRS/Alain Epelboin 


to families and formally recognized their loss or expressed concern for a sick family 
member. 

Burial customs were modified to allow families to carry out burial rites safely. For 
example, bodies were placed in open body bags for viewing, and ceremonial wash- 
ings were replaced with sprinkling the body with a mixture of water and bleach. 
The family members were present when the body was removed from the home, and 
could accompany the body to the burial site. 

The New York Times quoted Dr. Pierre Formenty, a virologist assisting in the 
Angolan disease containment efforts: “We are fighting the battle of the disease. But 
first we have to win the battle of the heart, and the battle of the funeral.” 

When Marburg claimed the life of a well-known Uige musician, the singer’s 
band renamed itself the Trio against Marburg and wrote “Song against Marburg.” 
The song advised listeners what to do when they suspected a Marburg case. 

Most deaths in Uige, the outbreak’s epicenter, occurred in children under the 
age of 5; as the outbreak grew, more adults were affected. When a local teacher died 
from Marburg, this provided an opportunity to step up educational efforts within 
the schools. 

Complicating the response efforts to the Marburg outbreak was minimal infra- 
structure, a result of a devastating twenty-seven-year civil war that ensued after 
Angola’s independence from Portugal in 1976. At the time of the outbreak, life 
expectancy was thirty-six years, and half the population was illiterate. Seventy per- 
cent lived below the poverty line, with 80 percent of the population involved in 
subsistence farming. 
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According to the CDC guidelines for infection control of hemorrhagic fevers 
such as Marburg, the following steps are recommended to mobilize community 


resources and conduct community education: 


Create a mobilization committee. 


Identify key community resources. 


Meet with community leaders and assess the current situation. 


Describe the target population. 


Describe problems contributing to transmission risk. 


Identify barriers to carrying out recommended changes or actions. 


Develop specific messages. 


Select activities for communicating messages. 


Sources of Health workers 


Peers 


First-hand accounts of 


information experie! 
ae aaan Traditional healers Hierarchy (adminisvation) i 
5 ` Expert knowledge and 
credibie Religious leaders Other agencies opinion 
Village leaders Institutions and agencies 
Volunteers 
Channels of Word of mouth Memos and circulars Telephone, mobile 
Atal alae Local radio Standard operating 5 ; 
b ins procedures ; E-mail 
RE E Telephone, mobile phone Face-to-face meetings 
meetings information leaflets Group meetings 
information leaflets Group meetings Press releases and 
and posters Facia z briefings 
Mobile phones 
Feedback to interviews (key Reporting Media surveillance 
clare Sea uo ©) Observation Joumalists’ reports to 
Self-reporting health officials 
Observation Accuracy. consistency 
and correlation of health 
advice in media with 
public health advice 
Settings (locations) Houses Health clinics Press briefings 
Neighbourhoods Training venues. Interviews and interview 
; Opportunities (e.g. events 
Villages Meetings such as drug teuor 
and locations like focal 
hospitais) 
Intormal 


FIGURE 10.22 A template example for developing the appropriate channels 


and settings for message delivery. 
http://www.who.int/ 
WHO 
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e Assign tasks and carry out activities. 

e Evaluate activities. 

e Obtain community feedback. 

e Meet regularly with the mobilization committee. 


According to the CDC guidelines, healthcare workers should initially assess the com- 
munity’s resources, such as local governments, religious groups, businesses, schools, 
and service organizations. Workers would then gather and record information about 
each group’s expertise, leaders, and available resources. 

The next step was the identification of community leaders and educating them on 
the disease. In Angola, this included building relationships with traditional healers. 
The social mobilization committee would communicate the outbreak status to com- 
munity leaders, and they would be educated in the symptoms of the disease, how 
it is spread, personal precautions to prevent its spread, the importance of notifying 
healthcare workers of suspected cases, proper decontemination methods, and so 
forth. 


COMMUNICATION AND CULTURAL CONCEPTS MODIFIED 
FOR OUTBREAK PREVENTION AND CONTROL 


In 2012 the WHO developed “Communication for Behavioral Impact (COMBI): A 
Toolkit for Behavioral and Social Communication in Outbreak Response” to help 
health workers in the field effectively build trusting relationships with the commu- 
nity they are serving. Here’s what the publication says about the use of anthropo- 
logical techniques: 


In an anthropological approach to outbreak prevention and control, a collaborative 
model of dialogue and engagement is created rather than a “top-down” model of 
broadcast communication. Anthropological research during an outbreak involves deter- 
mining how to: 


e ensure maximum involvement of affected communities, 

e identify local resources and obstacles for effective social mobilization, 

e obtain sometimes sensitive and critical information, and 

e avoid misunderstandings and prevent and resolve conflicts. 
Such research takes into account the social organization of the community and empha- 
sizes the importance of kinships and gender roles in households and the community, 
as well as local knowledge and beliefs about illness and outbreaks. Using many of the 


tools in this toolkit, anthropologists can identify and analyze local behavior, com- 
munity beliefs and everyday practices that could affect disease transmission. This 
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can help to identify behavior that is a priority for reform and also cultural resources 
or practices that could improve the effectiveness of an outbreak response. Outbreak 
response planners can use anthropological research to design more culturally sensitive 
and humane measures, which will not only improve the effectiveness of behavioral and 
social interventions but can also minimize the risk for community alienation or inflict- 
ing additional trauma on the population. Maintaining good community ties is not 
just cultural sensitivity; as many of the case studies in this toolkit show, community 
engagement and trust combined with culturally sensitive interventions can be crucial 
for preventing behavior such as hiding cases that would otherwise exacerbate the risk 
for transmission and spread of infection (see the case study of Marburg virus). 


By involving communities as fully as possible, anthropologists can give them a sense 
of ownership in managing and controlling an outbreak of infectious disease. Affected 
communities will respond positively if they feel that the intervention teams are lis- 
tening to their questions, understand their concerns and give straightforward answers 
that make sense from a local point of view. Such participatory community engagement 
not only minimizes the risk for alienating populations but also creates opportunities 
for the collection of data and feedback that can help planners to adjust and maxi- 
mize the effectiveness of social mobilization strategies for outbreak prevention and 
containment. 


For developing effective messages, COMBI had this to say about the type of 


message to develop for emergency situations: 


In a study on emergency readiness and health behavior in the USA, Paek et al. found 
that campaigns to increase people’s perceptions of self-efficacy and response efficacy 
were more effective than those that emphasized such issues as the likelihood or poten- 
tial severity of emergencies and disasters. They also found that emotional appeals 
based on subjective norms, i.e. those that appealed to what the family and loved 
ones might think or want, might be effective. In addition, to increase self-efficacy, 
you should identify the barriers, e.g. knowledge, skills, cost, belief and emotions, that 
inhibit a person’s perceived ability to perform an action, and you should address these 
directly in the strategy. 


Regarding the appropriate sources for message delivery, COMBI had this to say: 


Who are the currently credible, trustworthy sources of information in the community? 
What makes them so? Are there particular individuals (Sports personalities, actors, 
politicians) who would be seen as credible, trustworthy sources of information? Do 
credible, trustworthy sources have particular characteristics that the community holds 
dear? For the particular behavior being promoted, who might be credible, trustworthy 
sources of information about the behavior in the community? To what extent is the 
health staff a credible and trustworthy source of information? To what extent do their 
training and appearance (e.g. a uniform) enhance perceptions of credibility and exper- 
tise? To what extent are teachers and schoolchildren sources of information? 


CULTURAL CONSIDERATIONS 


COMBI planning steps 6 and 7: Monitoring and evaluating interventions 


Too! 16: Develop a monitoring table 


The tool below fists examples of questions asked in each form of monitoring, with some examples of indicators and 
methods 


of collecting the information. 


Are activites beingimple- On the .basis of the implementation Activity repons 
a š 
mented as planned’ ae plan of action and budget, for VAa teks 
Are outputs being deliv- xX a 
ered as pl > u number of participants in meetings Financial reports 
$ we m number of posters produced and 

Ase activities within the distributed 
budget? = number of radio spots aired 

a number of volunteers trained and 

engaged in social mobilization 
a number of households visited 
® costs within budget 


Examples of quantitative indicators: 


Rapid surveys, interviews 


Is the message or activity 

reaching the people for = % of target population who have heard and observation through: 

whom it was designed? or seen messages and activites a central location intercept 

© % of target audience who understand, interview 

Is participation good? fike or agree with messages ® focus group discussions 

To what extent are a % of target audience who know the = observation at service 
symptoms of the disease and delivery points 

cg be nions a numbers of women and men who i ith field 

3 a interviews 
being sdapted ts local have been actively involved in social persorinel bayer ii 
needs? mobilization and other outbreak control outbreak response 


is there a recent change 
or trend that should be 


interventions 
Examples of qualitative indicators 
= Existence of circulating rumours 


u observation of field staft 
carrying out interventions 
in local communities 


considered? or messages that promote non- a review and analysis of 
Are there any changes ree ey z media coverage 

inthe social policat. |- >" ieas are taken into account by tne ocat Informal conversations and 
or policy context that outbreak management committee meetings with key. grass 
might affect the control E Interventions are perceived as relevant _- ots Organizations, jour- 
measures and the COMBI and ing to the expressed needs nalists etc 

strategy? of the target population 


4 


& Examples of quantitative indicators 

e % accurate media reporting and 
coverage 

a Examples of qualitative indicators: 

s Evidence of communication hoaxes that 
undermine response strategies 


FIGURE 10.23 An example of a monitoring table for monitoring and 
evaluating interventions. 

http://www.who.int/ 

WHO 


The credibility of the person who delivers the message influences the degree to which it 
is accepted. For instance, people may pay more attention to a message if a well-known 
doctor rather than a local shopkeeper delivers it, and a young person might be more 
likely to persuade other young people to take action rather than an older person, who 
may be seen as authoritarian. Remember that appearance makes a difference in how 
a source is perceived; therefore, care and sensitivity should be shown in dressing and 
presenting oneself. Credibility, expertise, trustworthiness and empathy are important. 


By July 2005, after 329 deaths, the outbreak had been mostly contained. While 
the WHO relied on traditional methods, such as case finding, contact tracing and 
isolation, and high-quality care for infected people, it also learned that effective com- 
munication and cultural awareness were required to truly accomplish its mission. 
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